Abstract
approximately 300 mm. H20, and C.S.F. was pinkish. Continuous ventricular drainage was set for decompression.
Ten days later, a ventriculo-peritoneal shunt was performed since intracranial pressure was still high. After the shunting operation psychia tric disorder appeared, therefore right carotid angiography was performed. An aneurysm of 1 cm in diameter arising from the C2 portion and severe vasospasm around proximal portion of the right anterior cerebral artery was detected (Fig. 3) . Right frontal craniotomy was performed on May 29, 1972. Over the right frontal base, contusio cerebri caused by the traffic accident was present. The aneurysm was found arising from the medial aspect of the C2 portion, compressing the optic chiasm and severely adhering to it. The aneurysm was considered to be responsible for homonymous hemianopsia. After dissecting and exposing the neck of the aneurysm, neck clipping was performed.
He was discharged in good condition on June 9, 1972. Examination of visual field performed on August 3 showed almost identical results as the previous one (obtained 16 The optic chiasm became flat and thin due to upward compression by the aneurysm. It was obvious that this aneurysm caused the homo nymous hemianopsia. As the aneurysm was too large, the right optic nerve was cut and neck ligature was carried out. The patient became alert 16 hours after the operation but had slight left hemiparesis. On 5th post operative day, sudden left hemiplegia occurred and general deterioration of conditions progressed. On August 17, the 13th postoperative day, the patient died. Postmorten examination revealed the flat cortical gyrus and severe brain edema, especially on the right hemisphere. Due to the enormous size of the aneurysm adhesion to the opposite left internal carotid artery had occurred. Visual field of Case 3. Lt. incongruous homonymous hemianopsia.
Discussion
To our knowledge, only 23 cases' -10,11,12, 13-20) (Table 1 ) of homonymous hemianopsia caused by intracranial aneurysm have been Table 2 ). This explains the reason for extremely few cases of homonymous hemianopsia directly caused by aneurysm. As for the sizes of aneu rysm, Henneberg's one case and our first case were less than 2 cm in diameter while all the other 8 cases were giant aneurysms of more than 2 cm in diameter. On the other hand, in 15 out of 25 cases homonymous hemianopsia was not caused by direct chiasmal compression of the aneurysm but by other genesis. The causes of those 15 cases were as follows; 4 cases by an intracranial hematoma, 1 case by vasospasm and the remaining 10 cases were of unknown causes. As for the location of aneurysms, 8 cases were aneurysms of the internal carotid artery, 3 were of the middle cerebral artery, 3 were of the posterior cerebral artery and 1 was of the anterior cerebral artery. Eight cases showed initial symptoms of subarachnoid hemorrhage, 5 cases had no signs of subarachnoid hemorrhage, and 2 had no record. These 15 cases of homo nymous hemianopsia may have been caused by hematoma or infarction due to vasospasm and/ or thrombosis.
Homonymous hemianopsia is caused by some lesion existing between the optic chiasm and the visual cortex of the occipital lobe. However, different characteristic features are displayed according to the location of the lesion. When the lesion exists between the geniculate body and the optic chiasm, especially near the optic chiasm, incongruous visual field defect occurs without macular sparing, because of anatomical reasons. That is, near the optic chiasm, crossed and uncrossed fibers are not intimately associated and they are not damaged to the same degree. On the other hand, when the lesion exists in the geniculocalcarine pathway, the congruous visual field defect, often found with a space taking lesion in the occipital lobe, occurs with macular sparing,",") because crossed and uncrossed fibers are intimate in this pathway and are affected together. Therefore when aneurysms compress the optic chiasm directly, visual defect usually takes the form of incongruous homonymous hemianopsia without macular sparing.
In order to confirm the aneurysm, carotid angiography is most useful, but in some cases when the aneurysm neck is extremely narrow by thromboses, vasospasms, etc., the first carotid angiogram may not reveal the aneurysm. Nevertheless, when homonymous hemianopsia is present without any sign of a mass lesion, an aneurysm is most likely to exist. For such cases, repeated carotid angiography is strongly recom mended.
